This article was first given as a paper at the Third Wellcome Trust Regional Forum in Glasgow on 11 October 1997 when the author was a research assistant on in medicine and by the imminent recasting ofmedical education and practice in Britain. 3 A member of the London clinical super-elite, Webb-Johnson was part of the small executive sub-committee of the medical profession's Negotiating Committee, appointed in late 1944 to discuss the nature and scope of a future national health service with the Ministry of Health.4 His presence in the city was part of a united front by the clinical elites of the old medical corporations against a perceived imminent and potentially fatal threat to traditional modes ofmedicine, medical education and clinical practice founded on the rock of clinical experience. Locally, this threat meant the ongoing project of Glasgow University's Principal and Vice-Chancellor (from 1936-61)-Sir Hector Hetherington5-to academicize Glasgow hospital medicine. His multifacetted strategy included appointing full-time professors to academic clinical units and charging them with infusing clinical practice with scientific thinking and developing a new culture of clinical research using laboratory methods; attempting to control all undergraduate clinical teaching appointments; and creating an integrated local
The Academicization of Glasgow Hospital Medicine its apogee in the Emergency Medical/Hospital Service9), there would now be a new local unit of organization in all undergraduate education, the regional "medical teaching centre". This would consist of a university medical school and a hierarchy of local teaching hospitals and, crucially, "the policy, administration and activities of the constituent parts should be so interrelated that the institutions function as one in the field of medical education and research".10 Universities would have representation on the governing bodies of teaching hospitals, would have a say in the appointment of staff, and there would be more full-time clinical professors. Hospitals, as clinical teaching centres, would be suffused with an academic conception of medicine so that a student might glean, "a clear understanding of the constantly developing scientific basis of Medicine". The Report noted that, "It is more likely to be so if the whole of his training has been carried out in an atmosphere of scientific enquiry, and the majority of his teachers are engaged for part of their time in some sort of research work"." Together, these innovations amounted to an integrated system for the academicization of hospital medicine in Britain.'2 This organizational/epistemological programme for remoulding medical education was to be the "essential foundation" of the proposed national health service, which should be permeated by "the spirit of education". '3 Webb-Johnson's acceptance speech for his Honorary Fellowship was a stirring defence of ways of thinking and working in, and a particular social organization of, medicine which, though once dominant in Britain, were already being overtaken by this new academic paradigm, with its changed social and cognitive relations.'4 He identified a traditional emphasis on practical clinical skill in medical education and practice with the medical corporations. An elite metropolitan surgeon, he strongly defended the "incommunicable" clinical art as the essence of medicine and thus, implicitly (as Christopher Lawrence'5 has argued) as the basis of the professional position and social standing of clinicians: Those who continually emphasize the need of scientific and theoretical training are inclined to neglect the practical and vocational side and to forget that the practice of medicine is largely an art. The practice of medicine is essentially vocational and not academic and a large proportion of the most useful and successful practitioners in the country have never obtained, and do not desire to obtain, a University degree.'6 He continued by quoting approvingly the purple prose of the "great surgeon and philosopher" Wilfred Trotter: '7 Now that the prestige of science is so high the statement that a great part of medicine still retains the status of an art is often made with a note of apology. Nothing could be less justified by a realistic sense of cultural values. The method of the practical art was the first instrument forged by man for the subjugation of chaos... what the user of a practical art needs is less the strict and limited instrument of scientific method than what may be called a soundly cultivated judgement. The ancient and honourable art of medicine is being increasingly and inevitably pressed on by applied science ... It remains, however, the backbone of medical practice and indispensable to mankind. There is therefore an especial need today that its characteristic mode of activity should be understood, and should not be confused with those of the other elements that make up the complex of medicine. '8 Webb-Johnson was not against science in medicine. Like Trotter he supported it as an adjunct to clinical skill,'9 but he did not want the intellectual and social leadership of the medical profession to pass, finally and irreconcilably, from the part-time elite clinicians whose medical worldview was shaped by loyalties to hospitals, private practice and ancient corporations, to full-time University staff with an academic agenda emphasizing the importance of laboratory thinking in clinical practice, teaching and research.
It The Academicization of Glasgow Hospital Medicine in Glasgow in 1945, since the University Medical School was already in the middle of a "change of direction".20 Under the direct supervision of Hetherington, the seeds of an academic medical culture had been sown in Glasgow's hospitals through a series of key full-time professorial appointments to University units. Hetherington's new men were all specifically charged with generating a culture of clinical research and teaching, and specialization, which stressed the importance of scientific methods in the clinical context. Carefully selected, the new men had strong, though heterogeneous, backgrounds in scientific medicine, and supported the use of science in medicine, but they were also all committed to the centrality of the clinical encounter as the fundamental basis of both practice and research. These attitudes chimed with the existing intellectual tenor of Glasgow medicine and thus made their reform of it easier. This was evolution not revolution. Hetherington's period of office saw the beginning of the passing of a local medical culture in which university clinical professors and hospital consultants were part-time, did little research, earned their money from private consulting practice, and, even when interested in science in medicine, relied, ultimately, on clinical, not laboratory, knowledge in the treatment of patients. Ultimately, once the National Health Service (NHS) had provided the possibility of more full-time careers in hospital medicine, the older culture was transformed into an academic culture in which teaching and research (using laboratory methods) were core activities of full-time hospital doctors and professional advancement was based on success in these activities. Science was accommodated, not as senior but as a more equal partner with clinical experience in everyday patient care.
Christopher Lawrence has recently noted that, "laboratory sciences were introduced into clinical medicine in myriad ways depending on local circumstances".2' Steve Sturdy has shown in a detailed case-study of Sheffield that the implementation of (inter) national ideals of scientific medicine had a particularly local political economy.22 One important general point to be drawn from this work is that modes of medical education and practice favoured at a national level (in London) were interpreted and implemented differently in different local contexts. In each area, the national imperatives were mediated by, or filtered through, the local political, economic, and medical culture. Thus local varieties of clinical practice, research and teaching emerged that were subtly different both from each other and from the metropolitan template. After outlining the development of contemporary perceptions of what constituted modern medical knowledge, practice and education at a national level, and how these became imperatives to be provincially emulated, this paper will offer some preliminary thoughts on the goals, strategies and outcomes of the academicization of hospital medicine in Glasgow before the NHS. The Academicization of Glasgow Hospital Medicine The 1913 final report of the Haldane Commission recommended that, in order to foster scientific hospital medicine of a university standard, the medical schools of three London hospitals should be fully incorporated into the University of London, and that full-time clinical professorships in Medicine, Surgery, and Obstetrics and Gynaecology should be established in them.30 After a transitional period, the hospitals would become university hospitals-the university appointing all staff with clinical teaching responsibilities.3' The report also defined the academic "hospital unit" along Flexnerian lines as:
20H
[A] professor with control of wards; an outpatient department; assistants nominated by the professor with a view to complementing his own knowledge and affording him the special assistance he requires to carry on research in the direction in which he is interested; and, finally, laboratory accommodation in close proximity to the wards, not only for the service of the wards and the examinations and procedures connected with the diagnosis and treatment of the cases, but also for the purposes of research.32
After the First World War this modernization strategy was pushed forward by Newman and the UGC (to which Newman was medical assessor), which had taken over the funding of universities from the Board of Education. While the definition of the academic unit remained (at least as an ideal), the Board had dropped the idea of the complete educational and financial takeover of the medical schools by the university in the short term, and the creation of a university hospital in the long term, and instead suggested merely the formation of professorial units in the same clinical departments in four ofthe big London teaching hospitals. As the Goodenough Report later noted, this more limited and pragmatic version of academicization meant that the academic influence had to operate in a different way:
[A]s the name suggested, the unit was to be in the nature of a separate entity, to be inserted into the framework of the school and hospital, and not of necessity carrying out any such responsibility for general organization of teaching and research throughout each main clinical department as had been envisaged under the [ Further, in medical schools all over Britain, local, piecemeal initiatives were taken to infiltrate hospitals with the academic conception of medicine by high-ranking university bureaucrats eager to modernize their medical schools and by local clinicians keen to develop key specialisms. Each initiative had its own particular ecology and was attuned to the local political, economic, administrative and medical culture. Before sketching the Glasgow initiatives I want to fill in some of this context.
Glasgow Medicine before 1936:
Context and Character of the Local Medical Culture National imperatives towards academicization were heavily influenced by the desire to draw together university and hospital medical education in England, and especially in London. However, in Scotland, whose medical schools continued to produce a high proportion of British doctors,47 the ancient universities had long been involved in medical education; although, in Glasgow, especially before the building of the Western Infirmary (GWI) in 1874, the University had a problematic relationship with the main voluntary teaching hospital-the Glasgow Royal Infirmary (GRI). By the late 1870s, there was one extra-mural school of medicine associated with the hospital, St Mungo's Medical School.48 Its students had unrestricted access to the wards since the pre-clinical and clinical staff were the physicians and surgeons of the Infirmary, who were all either office bearers, The Academicization of Glasgow Hospital Medicine Fellows or Licentiates, of the Faculty of Physicians and Surgeons (FPSG, later RFPSG). For nearly a hundred years after the GRI's foundation, the Faculty formally controlled medical appointments to the hospital, and made sure that all the physicians and surgeons had Faculty qualifications and were Faculty men.49 Later this control was exercised informally through the Faculty members of the hospital's board of management. There was a further connection with the Faculty: like Anderson's College Medical School (after 1888 sited near the GWI), St Mungo's prepared students for the conjoint examinations of the Scottish medical corporations (the Double, and, after 1884, Triple Qualification), rather than the university degree, which were administered locally by the FPSG. Both the GRI and its related extra-mural medical school were, then, permeated by the influence of the FPSG.
Thus Glasgow had, in addition to the University, an independent tradition of a clinician-led culture of medical education and practice. This tradition stressed the centrality of the clinical encounter to patient care, to medical education and to the advance of medical knowledge.50 Further, the part-time University professors were also, both intellectually and socially part of this wider clinical elite. Their affiliation to academia was strictly part-time and they orientated their thought and work around the clinical experiences of hospital ward and private consulting practice. Nevertheless, periodically, there was tension between this urban clinical elite and the academics as to who had professional control of medicine in the city. Thus, in the early nineteenth century, when experience of varied clinical material and its correlation with post-mortem findings-the French clinico-pathological methodwas perceived as the very essence of a modern, scientific medical education, the University attempted to increase its access to the hospitals and there was a bitter battle over control of clinical teaching at the GRI.5'
These difficulties continued and informed the establishment in 1874 of the Westem Infirmary as a purpose-built clinical resource for the University, where four part-time clinical chairs were located.52 However by the early 1900s, GWI clinical classes were becoming too large to be effective. The GRI was being rebuilt, but the University had no presence there. University Principal Sir Donald MacAlister, who was medically qualified and had been President of the General Medical Council (GMC) in 1907, set about re-establishing a closer professorial connection between the University and the GRI.53 Four part-time clinical chairs were founded by an agreement between the University Court, the GRI, St Mungo's and the Trustees of the late Dr Henry Muirhead in a University Court Ordinance of 1911.54 This move strengthened the University Medical Faculty, which now had strong links with two major teaching hospitals, though extramural schools remained attached to both these hospitals until 1948, under the control of the local clinical elite and training students for the FPSG examinations.
In addition, by the 1930s, Glasgow University had strongly developed basic science departments in which full-time University medical scientists provided preclinical instruction. Clinical instruction was provided by the clinical professors and the consultants in charge of non-university units in the teaching hospitals. Both types, however, belonged to the local clinical elite who worked part-time 51 Professor of Surgery, both of whom had wards in the GWI, are aptly characterized by Malcolm Nicolson's term "clinician-scientists".56 They were deeply interested in scientific developments, incorporated and developed new techniques and methods in their clinical practice informed by their reading of recent scientific literature, and even engaged in lone research, but, for them, the clinical encounter was still the touchstone of medical knowledge. The clinician's authoritative, experienced judgement, and not the methods of the laboratory, were the final arbiter in clinical work, and clinical work was the best way to learn, and to advance, the art of medicine. Thus, they had little interest in encouraging clinical research using scientific methods in their academic units. This is not to say that Glasgow medicine, as taught at the University and in the hospitals, was antiscientific, but rather that from the pre-clinical science departments to the hospital wards, in teaching and in everyday clinical practice, science was subordinated to clinical judgement and served the priorities of the clinic. Andrew Hull 1928 , believed that his subject must, "be taught to medical students in such a way as to make what they learned relevant to the clinical situation"."7 Excepting his own brand of research, which was attuned to clinical priorities and in which he actively co-operated with clinicians, Paton criticized laboratory scientists and argued that advances in medical knowledge were more likely to come at the bedside from "clinician-scientists".58
In Glasgow, then, science was the handmaiden to the clinic, rather than an equal partner, both among the local clinical elite associated with hospitals and the RFPSG, and in the ancient university medical school.
Academicization and the Hetherington Regime Such was the national and local background when Hector Hetherington became Principal and Vice-Chancellor of the University of Glasgow in 1936. As Sir Charles Illingworth commented,59 Hetherington, on his arrival in Glasgow, faced a medical scene which shared some of the problems of Liverpool. When he had become ViceChancellor of Liverpool University in 1927 he faced a traditional culture of parttime university clinical appointments in the hospitals which had:
... enabled the University to secure the services, on the clinical side, of skilful and experienced practitioners who might not otherwise have been available, but it had the disadvantage that few of the part-timers were able to take an active part in University affairs outside their own special field, and few had time or opportunity for fundamental research.'6 As Vice-Chancellor there he had attempted to reform the Medical Faculty by introducing a full-time culture to the professorial posts, attempting to obtain clinical beds for the incumbents, and encouraging them to develop clinical research programmes. He was also involved in attempts to unify the local hospitals into a Joint Hospitals Board. These experiences served as a template for what he wished to achieve in Glasgow.
While there were considerable local advantages in Glasgow, there were also peculiar local disadvantages. In Liverpool, as Illingworth noted, the "university stood alone as the teaching authority" with a strong connection to the six voluntary hospitals which formed the University Clinical School.6' In Glasgow, there were also the two independent extra-mural medical schools-which claimed, as Illingworth again put it, "within the hospitals a full equality of privilege". However, by now Hetherington's experiences in Liverpool convinced him that for a university to fulfil its true role as the transmitter of a culture of liberal knowledge, sustained by interlinked teaching and research,63 it must become the central local intellectual powerhouse. This was very much the English conception of the new civic university, first articulated in Britain by R B Haldane. Intellectually founded in T H Green and Idealist philosophy, it found its practical application in Haldane's proposals for the reform of the University of London, and in the English civics established in the Haldaneian educational climate of the turn of the century.54 The two central tenets of this vision were that the local university should provide an up-to-date professional education to train the local elite (who endowed the institution with the profits from the local industries it helped to sustain with its training), and that this should be centred around professors who were themselves actively engaged in research and could foster research schools with related programmes of work.65
These goals were shared by Hetherington. The Academicization of Glasgow Hospital Medicine Accustomed as he was to the supremacy of the University in everything connected with higher education he could not fail to resent the pretensions of small, effete rival institutions. And accustomed as he was to the tidy administrative structure of a University, with its unified control of clearly defined departments, each with its hierarchy of a Professor with his lecturers, he must have been appalled at the chaotic state of the clinical teaching world, with its multiplicity of independent and contending hospitals, each with its multiple units of diverse purpose under the control of independent physicians for whom the education of students was not the sole or even the primary avocation.68
The New Full-Time Chairs: The Western Infirmary, Stobhill Hospital, and the Royal Infirmary69 Hetherington took an active part in the academicization of the Medical Faculty even before he officially became Principal. As Principal designate, he was invited to a meeting of the University Court on 13 August 1936 when a letter from the Secretary of State for Scotland about the recently advertised Regius Chair of the Practice of Medicine was read and discussed. The chair had become vacant with the resignation of T K Munro in July. The letter argued that the applicants to date were not likely to advance the interests of the School and that no such applicant could be expected because of the lack of adequate laboratory equipment for clinical research, "which is now to be found in most important Medical Schools".70 The Chairman of Court (D Baird Smith) announced that £10,000 was available for construction of a suitable facility at the GWI, and that MRC funds could probably also be attracted. It was agreed that the successful candidate would be employed on a full-time basis, unlike previous medical professors. After Ophthalmological Departments on Church Street. This gave direct access to wards D3 and D4, which were to be given to the new Pwofessor. It was also agreed that a small number of beds would be provided within the Institute for patients needing special observation, or for those of special scientific interest. The Infirmary was to own the building and the University would foot the bill for equipment, laboratory expenses, technicians and experimental work.76 As Loudon MacQueen and Archibald Kerr have argued, this arrangement was unique in the infirmary and, "McNee was the first clinician to have immediate responsibility for patients and, at the same time, direct control of adjacent laboratories in which biochemical and other special investigations could be conducted".7"
He was not to be the last. This was the modem blueprint that Hetherington However, McNee also displayed a characteristic common to all Hetherington's appointments in Glasgow. While introducing new ways of working and thinking into Glasgow hospital medicine, the new professors were careful not to impose insensitively patterns from elsewhere, but rather to blend the new modes with the existing clinical bias of Glasgow medicine. Partly, this was how the new men themselves viewed the practice of medicine. They were transitional figures between a medicine based largely on clinical imperatives and a medicine which also incorporated scientific ones; as students they had been taught the older conception.78 But their modus operandi also displayed a sensitivity to the local medical culture. McNee was a charismatic chief building a research school influenced by experimental pathology and his laboratory work on the liver. During his time in Glasgow, he became a founder member (with Charles Illingworth, also from Glasgow) of the 1942 Club, a group of influential British clinical professors that campaigned-successfully-to have a statutory commitment to the support of teaching and research in the teaching hospitals included in the NHS Acts, and also campaigned for increased university influence over these hospitals.79 But McNee was also respected as a "bedside clinician and his advice in this capacity was highly valued by his colleagues". 80 [but] He combined this also with the charm of the traditional physician" (emphasis added).83 Hetherington's next move was to turn the recently vacated Regius Chair of Materia Medica into a modern full-time chair with beds at a local hospital.84 The previous incumbent, Ralph Stockman, had held the position part-time since 1897, combining it with wards in the GWI and a private consulting practice. What happened to his chair is thus particularly indicative of the reforms that Hetherington brought to Glasgow.
Firstly, Hetherington was keen to use this vacancy to advance the University's influence in the hospitals. The GWI was unable (or unwilling) to provide the extra beds for the new professor that were necessary for a viable, modern clinical unit. In late 1936, therefore, Hetherington approached other voluntary hospitals, but only the Victoria Infirmary-far distant from the University on the south side of the city-was able to offer suitable clinical facilities. However, Hetherington soon realized that the vacancy was a perfect opportunity to extend University influence into what he described as the "great and growing" municipal hospitals.85 This was the only existing medical chair not definitely linked with a hospital, and thus the only one which could be used to effect this new association. Hetherington perhaps also wanted to outflank the voluntary hospitals that had been less than helpful over the provision of beds for this chair. In a period of financial vulnerability for the voluntaries,86 Hetherington sought to bring them to heel and encourage them to fall in with his academicization strategy by playing on their fears of being marginalized by the growth of large municipal general hospitals. In addition, municipal hospital staff already worked on a full-time basis. Moreover, Hetherington also had financial reasons for involving the University with the Municipality over this Regius Chair. As he wrote in January 1937 to Sir John Jeffrey at the Scottish Office: "I want also to make it a fulltime Chair, which will require a considerable subvention from the Corporation".87 He set about selling this idea to the municipality. In a letter to the Town Clerk outlining his scheme, he wrote that previously the chair had been held part-time with a private consulting practice, but that now:
The University Court desire (a) to make the Chair a full-time appointment, so that the Professor will be able to give his whole energies to medical teaching and research; and (b) to attach to the Chair a number of beds sufficient to provide opportunities for clinical teaching by the Professor. The Court are of the opinion that both these actions are urgently necessary The Academicization of Glasgow Hospital Medicine if the Chair is to play its full part in the progress of medical knowledge and practice, and if the medical resources of the city are to make the largest use of this opportunity.88
Hetherington managed to hold off the Scottish Office, which was concerned at the delay, while he persuaded the City Corporation ofthe scheme. He used the sympathetic MOH, Alexander MacGregor-a personal friend-who had control of the municipal hospitals, to convince his colleagues to accept the University plan. Hetherington admitted that there was also opposition to be overcome from within the Glasgow medical scene, both from those who wished to apply for the chair on a part-time basis and from, "those stalwarts of the voluntary system who want to restrict as much as they can the association of the University with the municipal hospital system",89 but was convinced that with tactful negotiation the arrangement could be established. Hetherington thus worked closely with MacGregor in preparing submissions to the Corporation, and wrote to key individuals on it stressing the benefits to the municipal hospitals to be gained from association with the University, and urging that this should be privately conveyed to doubting colleagues. As he wrote in mid-January to John Scott' who, as a Glasgow Councillor and member of the University Court, was a perfectly placed and suitably cultivated ally:
I imagine there will be little opposition to the suggestion that the Corporation should pay to the new Professor in respect of his services in a Corporation hospital at least as much as is paid to any other visiting physician. But I can see that there may be a question as to why they should pay a good deal more. The answer is, of course, that they are getting the services of a Professor, and that the Professor has behind him not only his own knowledge and skill, but the resources of the University as a whole. If, for instance, some case occurred in that he wanted an opinion other than his own, he can perfectly easily call in McNee who would go very gladly without fee of any kind. Moreover, I think it well worth the Corporation's while to pay on a rather higher scale in order, in this way, to have one of their institutions formally and fully associated with the clinical school of the University. That is a gain in prestige and opens up possibilities of further cooperation which would quite amply justify the Corporation's action: I think they will get very good value for their money; so shall we, and that is the essence of a good bargain.9'
The Corporation soon accepted the arrangement, and Hetherington Whilst defending the careful use of scientific hypotheses as part of a empirical method in medicine, he was, nevertheless, quick to invoke social medicine to make the point that the doctor must know the individual to stand a chance of helping him:
The great practitioners of the healing art have always realized that they do not treat a case of pneumonia but Tom Jones, who is suffering from the ravages of the disease called pneumonia. But Tom Jones is not an isolated specimen of an animal called homo sapiens.
He has a body liable to the insults of strain and bacteria, but he has also a mind which plays a not insignificant part in the maintenance of health. He is a member of various communities, his family, his factory, his bowling club and his nation, all of which influence him ... The doctor who is attending Tom Jones must analyse symptoms and signs and come to the conclusion that his lungs are involved in disease and that a certain line of treatment is indicated. This is only the beginning, because from the first he must remember that he is treating not only lungs, not merely a living body, but a man with hopes and fears.'03
In applying for the post, he stated: pp. 28-9.
The Academicization of Glasgow Hospital Medicine "devoted to problems of clinical and experimental medicine and . . . largely concerned with the investigation of the efficiency of various therapeutic measures".'05 Sturdy has argued that a full-time chair in experimental pharmacology was more acceptable in 1919 to the existing Sheffield clinical elite than one in clinical medicine because it introduced experimental investigation to clinical practice, "in such a way as to complement rather than undermine the status of the existing part-time professors of medicine and surgery". "' The testimonials from the parttime professors at the RHSC, Findlay'07 and Geoffrey B Fleming, Professor of Medical Paediatrics'08 paint a picture of Morris as curator of the sacred clinical flame of Glasgow medical culture. Perhaps Morris or his advisers (who may have included Hetherington) were conscious of the Sheffield experience, or of the problems surrounding Wayne's candidature and had glossed the application accordingly. Or perhaps the "gloss" also reflected Morris's continuing understanding of the relationship between laboratory and clinic. For Morris, laboratory knowledge was useful to the solution of clinical problems, and thus clinical research on problems arising in clinical practice was the best way to advance medicine. In his inaugural lecture to the Materia Medica class on 11
October 1937"'°over which Hetherington presided, Morris argued that, while the "starting point of the practical problems of medicine""0 and the focus of medical education was bedside training, nevertheless it was worthwhile for students to pay attention also to the functions of the laboratory in the practice of medicine. He summed these up as: assistance in diagnosis; supplying objective quantitative findings with which to judge the patient's progress (as opposed to subjective clinical impressions); and providing a "weapon of research in the elucidation of intermediate metabolism"-the efforts of the body to cure itself.1"' He went on to ridicule what he saw as the two most common attitudes to the laboratory: "the unquestioning worship of everything that appertains to the laboratory, with the pseudo-scientific belief that the biochemical report solves the problem", and the equally blameworthy "reactionary attitude of refusing to make use of new-fangled test-tube methods". Rather, the clinician must integrate clinical and laboratory approaches. He was the final arbiter of diagnosis and treatment, but the laboratory was part of his essential "equipment". 112
It was in this spirit that Morris accommodated laboratory methods and approaches into clinical practice and into the culture of clinical research that he fostered, while at the same time respecting the pre-existing and continuing Glasgow medical culture 105 founded on the primacy of clinical concerns. Like McNee, he was able to modernize Glasgow hospital medicine while preserving its essential clinical focus. This made the project more palatable to the local clinical elite who were concerned at the implications for their jobs and status of the change in ways of working and thinking.
At Stobhill, Morris built up a research school of young clinical researchers, including William Gray and A S Rogen (the cardiologist) who experimented with storing blood for transfusion, and Stanley Alstead, who eventually succeeded Morris as Professor. Morris's appointment had a dramatic effect on the medical culture at Stobhill. Previous Visiting Physicians had also worked at a voluntary hospital, and were able to spend very little time at Stobhill. Stanley Alstead commented that Morris "imposed on his wards a standard of clinical records and of diagnosis and management which . . . had never been seen before in that place. In consequence he electrified the younger members of the staff"."3
Clearly, Morris took very seriously the inculcation of modern clinical methods, as well as stimulating clinical research involving laboratory work. He was careful to honour the clinical responsibilities that his new position entailed, thereby reflecting
The Academicization of Glasgow Hospital Medicine the priorities of the old school clinical teachers who had trained him and their continuing influence over Glasgow medicine."4 He had three pairs of wards under his immediate management, and another pair that were looked after by Rogen, but supervised by Morris. Alstead noted that it seemed, "the whole hospital" was under Morris's control, a "clinical kingdom" that Alstead found "far too much" when he had to take it over."5 But Morris did not neglect the scientific side of his work either.
He asked for more laboratory facilities at the hospital, and, in 1940, a Department of Biochemistry, based on Block 15 but altered to Morris' own design, was opened by Hetherington himself."16
The third chair that became vacant before the outbreak of the Second World War was the Regius Chair of Surgery, based at the GWI. The previous incumbent, Archibald Young, who held it on a part-time basis, died in 1939. Hetherington was again determined to translate it into a full-time post. He personally interviewed Charles Illingworth"7 and stressed that the main requirement was for the new professor to devote the majority of his time to teaching and research and to "promoting the interests of the surgical school in its widest sense"."8 Illingworth was to prove a loyal ally to Hetherington in the drive to reform the Glasgow School.
Illingworth was not a productive researcher himself (his reputation rested on two textbooks, one a collaboration"9) but was chosen because of his forward-looking vision of surgery. He understood and supported the progress of specialization and the application of the insights of laboratory physiology, and technology, to surgery. In contrast to his predecessors, he believed that surgery was not just about the operative skill of the virtuoso cutter, but should also take heed of the responses of the body to injury. and desirable".'3' In addition Davis started a journal club for the GRI staff, and within his own unit, encouraged teamwork and acceptance of the idea of specialization by calling in other physicians and surgeons to see particular cases on his wards which, as he freely admitted, he knew little about.'32
Like all Hetherington's new men, Davis offered a modernizing mixture and introduced academic medicine in a way that was particularly suited to a Glasgow hospital context where there was an enduring, strong tradition of the hegemony of clinical approaches to disease. Whilst his scientific background, lack of clinical experience, and outsider status meant that he encountered initial difficulties with other chiefs (many of whom thought they should have got the post), he developed a second reputation as a clinical haematologist and made this bridge discipline between laboratory and clinic the research focus of his department.'33 Davis "showed his staff how to apply the scientific skills he had learnt in the laboratory to clinical practice and research",'34 and also offered a strong commitment to the importance of clinical experience in the evolution of his students' medical knowledge. He remarked in 1953: For the most part the practising doctor is concerned with the reactions of individual patients suffering from complaints the precise nature of which may be obscure, and for which no specific treatment may exist. Successful handling of such clinical problems accordingly calls for qualities that transcend purely technical knowledge and proficiency.
[Emphasis added.]'35
The NHS and University Control of Clinical Teaching Whilst the new full-time professors tried to influence the conduct of medicine in the whole of their hospitals, most of the University's clinical teachers were still parttime University staff, or non-University hospital staff whose appointments (and ways ofworking and thinking) the University had no influence over. These Senior Honorary Physicians and Surgeons were heads of teams or firms within the hospitals,'36 and, since MacAlister's time, had been accorded the title ofHonorary University Lecturers, but they were appointed by the Hospital Managers of the relevant institution.'37
The Academicization of Glasgow Hospital Medicine Thus the University had very little influence over most of the clinical education of future consultants; the old Glasgow clinical elite was still largely in control of everyday clinical teaching in the wards. Hetherington was keenly aware that University control of clinical teaching was a crucial part of the academicization project.
In late 1941, when both the medical profession and the government were spurred to investigate possible forms for a new national hospital service by the favourable professional and public response to the Emergency Medical Service,'38 the Ministry of Health held discussions with the UGC and the universities about the financing of the voluntary teaching hospitals. The Ministry's line was that after the war the hospital system would be organized by regions "and that at the apex of each regional organisation would be the teaching hospitals which were the very essence of the scheme".'39 At this stage it was proposed that voluntary hospitals be funded from the Exchequer, but through the local authorities. However, the Ministry (in the form of the Permanent Secretary, Sir John Maude and Sir William Wilson Jameson, the Chief Medical Officer) wished the teaching hospitals to be independent of local authority control and to be centrally funded, "and that the main object should be to get more university control and practice into these institutions". It is, I think, really important that the responsibility for maintaining (or improving) standards of medical teaching should be laid upon the University and not the Hospital: and that the finance of medical teaching should be as much part of University finance as that of any other branch of University teaching ... Except in regard to our full-time teachers, we have at present very little real control over methods and standards of clinical teaching. I want to pay for it; and therefore to be able to select-at least more than we do now-the people to do it, and to prescribe duties. Financial control is the key to teaching progress (and also incidentally to medical research): and I don't want it to get mixed up with general hospital business. Hence, so far as teaching is concerned, I want to see the University Grants Commission deal with it, as now, entirely through the Universities. ' was emerging which needed to be regularized. Already hospitals found it necessary to pay honoraria to secure the (patient care) services of both chiefs and their assistants. On the clinical teaching side, a mixed system operated. University clinical professors received a stipend mostly on a part-time basis. Other clinical teachers received only the fees of students attending their clinics and "small supplementary payments made from general University funds".'43 Noah Morris's appointment at Stobhill (though at a local authority hospital) indicated the Hetherington blueprint for the future organization of hospital appointments and clinical teaching in that part of his salary was paid by the Corporation in return for patient care, and part by the University, in return for clinical teaching and running a clinical research department. If the University could control the funds for paying the clinical teachers for their teaching and research (while the hospitals controlled only the funds which paid that part of the staff's salaries relating to services, that is patient care) and have more control over more appointments, the teachers would be University men who felt allegiance first to academic medicine and then to the hospital and clinical care. As Hetherington wrote in a draft statement by the Scottish universities to the Goodenough Committee:
The Universities attach great importance to the continued recognition of this differentiation of responsibility. Clinical education and research, though it is and must be continuously associated with the treatment of patients, is a distinct function, and ought to be the special care of the institutions charged with general education of medical as of other students, and with the advancement of all forms of knowledge. In the view of the Universities, therefore, it is essential that in the administration of grants from public funds, the responsibility for disbursing grants for medical services should rest solely upon the Hospitals, and for disbursing educational grants solely upon the Universities. It will then be possible for the University . . . to determine what several types of teaching organization would best serve its purposes . . . No doubt the main lines of the medical teaching establishment will remain much as at present,-except that teachers will be paid for what they do. But there will be a certain freedom of organization, which will probably be welcome on both sides. The Universities will be able . . . to create more substantially full-time teaching (and research) posts: and it may also be contemplated that some chiefs of Hospital units who do not desire to teach . . . may hold their wards without being under an obligation to instruct students.'" Under Hetherington's model for clinical teaching, it would either be done by full-time University staff or by staff from non-University units who would be paid for their teaching by the University, which would thus have a strong say in their selection.
However, after the inception of the NHS, the mechanism for achieving effective University control over clinical teaching in the hospitals was not control of UGC funding. Funding for the teaching hospitals now came, in Scotland, directly to their Boards of Management from the Regional Hospital Boards (RHBs) of which these hospitals were part. There was then a purely nominal exchange of accounts between 143 Hetherington, 'Proposed Committee on the '"Ibid., pp. 4-5.
Organisation of Medical Schools', op. cit., note The Academicization of Glasgow Hospital Medicine the Board and the University for services rendered at the end of each financial year.'45 The means of academic control was now University representation on the key committees that advised the RHB.
In the National Health Service (Scotland) Act, which received the Royal Assent on 21 May 1947, the Scottish universities were given more influence than their English equivalents over medical education in their region. This was recognition of the fact that in Scotland undergraduate medical education had historically been largely based around the university medical schools. The absorption of the extra-mural schools meant that medical education was now completely centred on the universities, whereas, in London, this role was fulfilled by the teaching hospitals. It also explains why teaching hospitals, not having the same role or status as they did in England, were incorporated in Scotland under the RHB, and thus under the influence of the university. The specific measures in the Scottish Act that strengthened academic influence were that universities nominated members to Boards of Management of teaching hospitals and that the university was strongly represented on the Medical Education Committee (MEC), which had a special duty to advise the RHB on the provision of clinical teaching facilities. The university had control over professorial appointments and in any appointment involving teaching duties had the right to 50 per cent representation on the Advisory Appointments Committee.'46
These conditions had had to be carefully negotiated by the Scottish university lobby and Hetherington led the way. He had initially been very disturbed that the influence of the RHB over the teaching hospitals was much greater in Scotland than in England. Years of building up university control would have been wasted. In 1946 Hetherington began a campaign with the Principal of Edinburgh University (Sir John Fraser) and with the co-operation of the other Scottish universities to get safeguards to university authority in teaching hospitals built in to the Scottish Health Services Bill as it then stood. The academic ethos of teaching and research had to be confirmed as the guiding principle of the teaching hospitals. A meeting of the Scottish universities at St Andrew's on 11 September 1946 confirmed the determination to obtain certain key safeguards of university influence over the teaching hospitals; the Scottish Act should contain a statutory requirement for the RHB to provide facilities for teaching and research; a quarter of the membership of the RHB should be from the university; and each RHB should be advised on teaching and research by:
... a separate and distinct body charged with the specific duty of furthering teaching and research. This body we suggest should be called the "Medical Education Committee"; its function would be to advise the Regional Board on all matters relating to teaching and research, and to advise the University concerned on the selection of suitable candidates for hospital posts involving teaching. To secure effective operation and also the benefit of expert '45Alistair Tough, Glasgow Health Board experienced advice, the membership of this Teaching Committee should be equally divided between a.) the Regional Council and b.) the University concerned.'47
The MEC, unique to the organization of the Scottish service, was thus established at the instigation of the Scottish universities as a vehicle to secure control over clinical teaching. Like the rest of the above concessions, it is important to note that the MEC was obtained and included in the Act because of a process of negotiation in which the universities had successfully pressed their case for influence over the teaching hospitals.
Hetherington's attitude towards the teaching hospitals was very close to that of the 1942 Club. Its Secretary was Harold Himsworth, since 1939 Professor of Medicine at University College Hospital, London. Himsworth wrote to Hetherington in early November 1946 relieved that the Bill had been amended to increase the influence of the university over teaching and research in the teaching hospitals:
I think therefore we have probably got as much as we could have hoped, namely, the recognition that the function of a Teaching Hospital is to teach and do research, and implicit in this the further recognition that the Universities have the right to expect of the Teaching Hospitals the necessary facilities... . I would mention again the earnest hope expressed by all the clinical professors in this country, that the Universities will insist on this right, so that eventually the Teaching Hospitals will acquire a University outlook. I think what we all have at the back of our minds was the feeling that was so well expressed by Dr Faxon, the great administrator of the Massachusetts General Hospital-"The function of a Teaching Hospital is to advance knowledge, train future practitioners and specialists, and set an example of medical practice. It is not to cater for the local sick". At the present time this ideal is not realized, or even whole-heartedly accepted in this country. Local needs, in the shape of requirements for local sick, or adjustments to private practice, often have a great, and sometimes a predominant influence.'48 However, in Glasgow, Hetherington was aware that, in order for his academicization project to succeed, attention had to be paid to these local needs.
Conclusion
In 1949, about one and a half years after the establishment of the NHS had made full-time work the norm for hospital doctors in Britain, the RFPSG awarded another eminent man the Honorary Fellowship. As in the earlier case of Webb-Johnson, this was a telling indication of the direction in which the Royal Faculty felt its intellectual and economic interests lay. The recipient in this case was Sir Hector Hetherington. In his acceptance speech he talked of past battles between RFPSG and the University as being over, of the overlapping membership of the two and of their common local civic role. The RFPSG was, by this time receiving £1,000 a year from the University from UGC funds as 141 
